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The first 1 000 days of a child’s life have been identified as a period 
of substantial vulnerability, which also carries the potential for 
lifelong health, prevention of disease and intellectual development. 
These 1 000 days, which start at conception and continue to the 
end of the child’s 2nd year, have become the target area for many 
public health interventions that focus on nutrition, early childhood 
development and maternal physical health and mental wellbeing.
Common mental disorders (CMDs) include depression and the 
anxiety disorders. Some scholars and practitioners also include 
alcohol and substance use disorders in this group. The CMDs are 
distinguished from psychotic disorders, because in CMDs there 
is no loss of contact with reality, and there are no delusions or 
hallucinations. CMDs affect thoughts, feelings and behaviours over 
a period of time and have an associated effect on functioning in the 
home, relationships, community, work or school. Living with a CMD 
is debilitating for those who are affected. 
In South Africa (SA), where there is limited focus on mental health, 
an estimated 20 - 25% of those in need of help have access to adequate 
treatment and healthcare for their mental health needs.[1,2] This 
treatment gap between those in need and those who receive treatment 
relates to shortages of mental health workers, lack of public awareness 
about possibilities for improvement and recovery, and stigma and 
discrimination against people suffering from mental health problems. 
This prevents individuals from seeking help, even where services are 
available and accessible.[3]
CMDs during the first 1 000 days of a child’s life are of particular 
concern because of the disabling effects on the mother’s ability to 
function, and the possible negative physical and developmental 
effects on the fetus and infant.[4]
Risk factors for poor maternal mental 
health
A previous history of mental illness is one of the strongest risk factors 
for CMDs during pregnancy.[5] In SA, where there is a large treatment 
gap, this risk is usually unknown. Other factors that increase the 
likelihood of women developing a CMD during and after pregnancy 
are social rather than biological, and these are exacerbated by poverty. 
Lack of social support, including emotional and financial support 
from partner, friends or community, intimate partner violence, 
an unintended or unwanted pregnancy, low levels of education, 
adolescent pregnancy, and alcohol and substance use comprise 
key risk factors.[6] Women living in poverty may encounter food 
insecurity, which carries other risks for the developing fetus. These 
and other risk factors are highlighted below. 
Maternal mental disorders often result in lower uptake of available 
services by mothers. This is a result of several factors, including a 
compromised ability to plan effectively, together with low levels of 
energy and motivation and fear of discrimination. Decreased access 
to care, in turn, leads to adverse maternal and child outcomes, which 
further add to levels of stress and consequently increase mental health 
problems. Similar vicious cycles of escalation exist between many risk 
factors and mental health problems, as can be seen in Fig. 1.
Poverty
It is important for SA healthcare workers to be aware of the poverty-
mental illness cycle documented in low- and middle-income coun-
tries.[1] There is an increased risk of mental illness for those living in 
poverty, and an increased likelihood that those suffering from a men-
tal illness will drift into or remain in poverty. The driving forces for 
this cycle are complex and include factors such as additional stresses 
of unemployment, poor housing and food insecurity. Furthermore, 
women living in poverty are more likely to have low educational 
levels and thus are unlikely to be able to generate adequate income, if 
they do find work. Women with CMDs are also more likely to expe-
rience stigma and social isolation and are prone to develop physical 
conditions and symptoms. Therefore, in addition to being more likely 
to spend time away from work, thereby losing income-generating 
potential, it is more probable that they will spend time and money 
on healthcare.[2]
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Fig. 1. Risk factors for maternal mental health problems.
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HIV status
Many women learn about their HIV status during pregnancy. A 
positive result can have a significant impact on a woman’s mental 
health. In SA, the prevalence of any diagnosable mental disorder 
among people living with HIV/AIDS is 43.7%, which is significantly 
higher than the rate of 30.3% in the general population.[7,8] 
Depression is associated with lowered adherence to antiretroviral 
medication and poor use of antenatal care and prevention of 
mother-to-child transmission (PMTCT) programmes.[9] Mental 
illness is a significant factor in AIDS-related mortality among 
women.[10] Local research has shown that HIV-positive women are 
more likely to experience abuse, and those who are abused, are more 
probable to contract HIV.[11]
Violence
SA has one of the highest rates of gender-based violence in the 
world. In addition, local research has shown that abuse and violence 
tend to increase during pregnancy, with the severity increasing as 
the pregnancy progresses. Abuse during pregnancy contributes to 
pregnancy complications and miscarriages.[11] The mental health 
sequelae of gender-based violence include substance misuse and 
CMDs, such as post-traumatic stress disorder, depression and suici-
dality. In addition to violence resulting in CMDs, those with mental 
health problems are also more vulnerable to experiencing domestic 
and gender-based violence.
Adolescents
Pregnant teenagers experience higher rates of depression than preg-
nant adults.[12] Teenage mothers with untreated depression have a far 
greater likelihood of having a second pregnancy within 2 years.[13] 
Mental disorders in teenagers are more likely to persist throughout 
adulthood. Maternal mortality data in SA show high rates of suicide 
in women <20 years of age and during their first pregnancy. Teenage 
mothers with a CMD are also less likely to complete their education, 
and more likely to engage in risky sexual behaviour. Teenage mothers 
are less likely to attend prenatal care, which increases the pregnancy 
risk in this age group. Also, there is a greater risk of pre-eclampsia 
and risks associated with a small bony pelvis.[14,15] Another factor that 
impacts on their children is that teens are likely to develop harsh 
parenting styles, which are associated with an increased risk for child 
mental health disorders.[16,17]
Refugees and migrants
CMDs are more prevalent in refugee women, who frequently experi-
ence extreme trauma, violence, rape and loss of loved ones when they 
flee from their countries. In cases of language differences, and a mis-
trust of others developed through the experience of war and oppres-
sion, refugee women may find it difficult to make friends and they 
have little support – all strong risk factors for developing CMDs.[18]
Mental ill-health in the perinatal 
period
It is important to note that baby blues, which commonly occurs in 
the early postnatal phase, is not a mental health disorder. Postnatal 
psychosis, which occurs in 0.02% of births, is not a CMD, but a psy-
chotic disorder. 
Baby blues
Baby blues is not a common mental disorder but rather a temporary 
psychological state occurring in 50 - 80% of mothers. It usually starts 
on the 3rd day after delivery and is linked to hormonal changes. It 
involves sudden mood swings (feeling very happy, then very sad), 
crying for no apparent reason, and feeling impatient, unusually 
irritable, restless, anxious, overwhelmed, inadequate, lonely and 
sad. These symptoms last from a few hours to 2 weeks after delivery, 
and usually resolve with compassionate support. About one-fifth of 
women with baby blues go on to develop depression.
Depression
Depression or a major depressive episode is characterised by low 
mood, loss of interest and enjoyment, and reduced energy for at least 
2 - 4 weeks. 
Anxiety
Anxiety is characterised by an abnormal and great sense of uneasiness, 
worry or fear. The symptoms of anxiety are normal in the presence of 
a real threat. However, when someone suffers from these symptoms 
in response to ordinary events, and the symptoms interfere with daily 
tasks, then they may have an anxiety disorder. 
A careful history may be required to distinguish the typical physical 
symptoms of pregnancy from those of anxiety. Furthermore, it is 
important to note that depression and anxiety often coexist and that 
there is substantial overlap of symptoms.
Postpartum psychosis
In contrast to the conditions described above, postpartum psychosis 
is a psychotic disorder – a severe mental condition that results in 
abnormal thinking and perceptions. People with psychoses are 
out of touch with reality. Two of the main symptoms of psychosis 
Common symptoms of depression also include:
• extreme sadness, tearfulness
• difficulty in concentrating, forgetfulness
• disturbed appetite or sleep (too much or too little)
• thoughts of worthlessness (low self-esteem)
• feelings of guilt
• helplessness, hopelessness
• irritability
• extreme tiredness
• loss of sex drive
• many physical symptoms, such as body aches and pains
• ideas or attempts of self-harm or suicide.
Symptoms of anxiety include emotional symptoms, such as:
• nervousness
• worry
• panic
• irritability
• feelings of dread
• tiredness
• fear of being alone or with others
• difficulty concentrating.
Anxiety also results in physical symptoms, which include:
• sleep disturbance
• physical tension
• sweating
• increased pulse
• muscle tightness
• body aches or gastrointestinal problems (e.g. nausea, 
diarrhoea).
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are delusions and hallucinations. The management of psychosis 
depends on the type of disorder and is fortunately relatively rare. 
However, in the postnatal period, the development of psychotic 
symptoms may be more rapid than at other times and there are 
greater associated risks of harm. Therefore, referral to specialist 
mental healthcare is urgent in these cases. Postnatal psychosis 
occurs in 2:1 000 births, but women with a history of bipolar dis-
order are at a greatly increased risk.
Poor maternal mental health
Poor maternal mental health may have a profound and wide-reaching 
effect on mothers, pregnancy and children. 
Effect on the neonate and pregnancy outcomes
Untreated maternal anxiety may cause hormonal alterations in the 
intrauterine environment that have persistent implications for the 
physical, cognitive and emotional development of the child. 
The following occur in pregnant women with common mental 
disorders:
• a higher incidence of miscarriage
• a higher risk of bleeding during pregnancy
• higher rates of caesarean section delivery 
• higher rates of preterm delivery  
• prolonged labour
• low-birth-weight babies (a primary cause of infant mortality and 
morbidity).
Effect on the child
Mothers with a CMD are more likely to have impaired bonding with 
their infants, which may result in breastfeeding problems. These 
mothers are more probable to discontinue breastfeeding early.
The emotional and psychological development of the child may 
also be significantly impacted when the mother has mental health 
problems. Children have a higher risk of developing the following:
• conduct problems 
• attention deficit hyperactivity disorder 
• anxiety symptoms 
• child antisocial personality traits.
Research shows that later in life, children of depressed mothers are 
also more likely to be abused, to perform poorly at school and to 
develop mental illness. Fathers and others who provide maternal 
support play an important buffering role in reducing the effects of 
CMDs on children. It should, however, be remembered that fathers 
may develop paternal depression, which is also associated with 
adverse child outcomes.
Effect on mothers
With regard to the wellbeing of the mother, studies show that CMDs 
result in the following: 
• an increased likelihood of mothers ‘self-medicating’ with alcohol 
or drugs 
• reduced sleep and appetite 
• poor antenatal weight gain
• increased probability of maternal mortality.
Studies in developed countries have shown that suicide is a leading 
cause of maternal mortality, with higher rates of suicide in women 
<20 years old and in their first pregnancy. In addition, if left undi-
agnosed and untreated, mental illness can increase a woman’s risk of 
HIV infection, violence and abuse, economic insecurity, and subse-
quent unintended pregnancy. 
Management of CMDs
Management of CMDs should be based on the following principles: 
• detection
• empathic care
• psycho-education
• early treatment
• holistic management
• suicide risk assessment. 
Detection
Ideally, every woman should be screened several times during 
pregnancy and in the first years postpartum, when she engages with 
health or social services. As this is not always possible, care should 
be taken to screen women at least once during and after pregnancy. 
A combination of risk factor screening and symptom screening 
is recommended. Attempts are being made to include screening 
questions into standardised stationery.
There are several screening tools available for common mental 
problems. The most commonly used tools are: 
• The Whooley depression screen (two yes/no items plus an item on 
whether help is desired).[19]
• The Edinburgh postnatal depression scale (EPDS) (10 multiple-
choice items).[20]
These tools have been validated for use in the SA setting. It is 
important to note that these screening tools are not diagnostic. 
Further assessment by a qualified practitioner may be required for 
a diagnosis.
Empathic care
Empathic care should form the basis for all communication with all 
women during the perinatal period. It includes creating a safe, caring 
space, active listening to understand her problems, and empowering 
the mother by assisting her to find her own solutions. Not every 
woman needs to be referred for specialist care. Many respond 
positively to empathic care provided by general health workers. 
Women may be offered practical strategies for reducing stress, which 
include mindfulness-based interventions, breathing exercises and 
guided imagery.
Psycho-education
Psycho-education involves informing the woman about her mental 
health status in non-technical and understandable terms, and 
includes the management options available. When appropriate, it 
is important that she understands that her feelings and responses 
to the difficult situation are part of an accepted range of emotional 
experiences. Where a women has a mental illness, it is helpful 
to emphasise that the illness is not her fault or a result of any 
personal weakness. Further, it should be stressed that recovery or 
improvement of symptoms and functioning is highly probable with 
appropriate management and follow-up.
Early treatment
Women with CMDs need to be treated as early as possible to reduce 
the consequences described above and the risk of suicide. Women 
with a history of CMDs may need to be treated prophylactically. The 
first line of treatment for mild to moderate CMDs would be use of 
one of the talking therapies. There are several types of evidence-based 
talking therapies that have shown benefit for people with CMDs, 
including women in the perinatal period. These include problem-
solving therapy, cognitive behavioural therapy and interpersonal 
therapy. Research has demonstrated that lay health workers, well 
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trained and supervised, may successfully provide these therapies. 
For women with moderate to severe CMDs or those who do not 
adequately respond to talking therapy, medication or more special-
ised care may be warranted. 
Antidepressants, especially selective serotonin re-uptake inhibitors 
(SSRIs), have been found to be generally safer than the possible risks 
to the fetus and breastfeeding infant of a mother with untreated 
CMDs.[21] Women who are stable on antidepressant medication when 
they become pregnant should continue on the medication as before, 
as switching types or discontinuing medication may cause serious 
relapse. Those who develop a CMD can safely be commenced on an 
antidepressant. Care should be taken when SSRIs are introduced, as 
these may initially increase the risk of suicide. There are limited data 
on the safety of tricyclic antidepressants on the fetus, as an overdose 
may be lethal. They lead to increased sedation compared with the 
SSRIs, but have the benefit of not causing agitation when started. 
Antidepressants treat both depression and anxiety.
Sulpiride (Eglonyl), which is commonly used to improve breast-
feeding in agitated and distressed mothers, should usually be avoided, 
as it increases the risk of suicide in some women and does not treat 
the underlying depression. 
Holistic management
It is important that women be managed as holistically as possible. 
This includes management of underlying causes or factors that 
exacerbate CMDs. It may be critical to arrange careful referrals to 
social services, appropriate non-governmental organisations and 
community-based services. Food security and physical security 
need to be prioritised. Linking vulnerable women with supportive 
social networks may be extremely valuable. Follow-up and case 
management will support uptake of care and recovery. Although this 
work may be time consuming initially, it is a useful investment in the 
long-term physical and mental health outcomes for both mothers 
and their offspring. Further, birth companionship has been shown 
in several clinical trials to have a wide range of physical and mental 
health benefits.
Conclusion
Common mental disorders in the perinatal period affect 20 - 40% 
of women in SA. This may be due to the multiple risk factors facing 
women in this country, especially those living in poverty and with 
violence. Ideally, all antenatal clinics should screen for CMD and 
provide integrated care to pregnant women. CMDs can be detected 
and effectively managed, thereby reducing a large range of possible 
adverse consequences for mothers, their children and their family.
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